A 66 yo female presented to the ED with 4 days of progressive shortness of breath. She was involved in a motor vehicle crash 7 days prior sustaining left rib fractures and non-operative cervical spine and pubic rami fractures. She was admitted for 3 days and managed conservatively.
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She denied fevers or hemoptysis. Physical exam findings included stable vital signs and diminished breath sounds over her right lung field. Chest x-ray and Chest CT revealed a large right pleural effusion (Images 1 and 2). Chest tube placement returned > 1 l of milky pink fluid, consistent with a chylothorax (Image 3). Fluid analysis confirmed high triglyceride content. The patient was admitted to the trauma service with thoracic surgery consultation. She remained on a low fat diet for ten days until the chest tube output decreased to a serosanguinous consistency. On hospital day 9 her chest tube was removed, and she was discharged to home. thoracic duct originates in the left thorax and crosses the mediastinum from left to right at the 5th thoracic vertebral body. As such, injury to the lymphatic system above this level will lead to left sided effusion while injury below this level will lead to right sided effusion.
2. Chest pain. Explanation: The lymphatic material in a chylothorax does not produce irritation of the chest wall. As such, it does not generally cause irritation of the pleura and therefore typically presents as a painless, progressive shortness of breath resulting in exercise intolerance, fatigue and general chest heaviness as the volume of the effusion increases.
3. Malignancy. Explanation: A chylothorax develops from damage to the thoracic duct causing a chlyle leak in the pleural space. The most common causes of chylothroax are non-traumatic, with hematologic malignancy (e.g., lymphoma) accounting for over 50% of cases. Other non-traumatic causes are not uncommon and include congential, idiopathic, cirrhosis, sarcoidosis, amyloidosis, tuberculosis, and filariasis. Traumatic injury is the second leading cause (25%) of chylothorax, with iatrogenic injury during thoracic surgery accounting for most cases. Accidental blunt or penetrating trauma (i.e., motor vehicle crash or stabbing) are very rare causes of chylothorax.
